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Discussion Overview

• Snapshot of Chronic Disease in Louisiana

• Rural Health Clinics Called to Public Health Actions

• Quality Improvement and Improved Blood Pressure Control 

• Recognition Programs: TargetBP and WellSpot Designation

• Best Practices

• Professional Networks and Community Supports



Snapshot of Chronic Disease in 
Louisiana



Source: 2015 BRFSS







Prediabetes 

• What is Prediabetes?

• Increased risk for 
developing type 2 diabetes, 
heart disease and stroke.

• Increasing awareness is 
key!

Source: American Diabetes Association, 2015 BRFSS



Health Risk Behaviors 

• The US chronic disease burden largely results from risk factors that can be 
addressed at the individual and population levels:

• Tobacco use

• Poor diet and physical inactivity

• Excessive alcohol consumption

• Uncontrolled high blood pressure

• Hyperlipidemia



Called to Public Health Action
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Rural Health Clinics Called to Public 
Health Action

Engaging in physician continuing education 
resources

Implementing new protocols and processes through 
continuous quality improvement, such as Million 
Hearts of TargetBP, and expanding the utilization of 
Health Information Technology such as Electronic 
Health Records

Standardizing evidence-based best practices 

Use of waiting room prompts to empower and 
educate patients



Rural Health Clinics Called to Public 
Health Action

• Join the Well-Ahead PH-HS Collaborative 

• Subscribe to the Geaux Healthy Newsletter

• Connect with Community Resources

• Become a WellSpot

• Join your local Healthy Community Coalition 



Health Systems Interventions



Health Systems Interventions

•Provider Education

•Team-Based care

•Data utilization and reporting

•EHR utilization



Quality Improvement

• PDSA Cycles
• Plan, Do, Study, Act

• Data driven decision making
• Can you collect the data needed?

• What data is needed to assess the problem?

• How will you measure success? 

• Are there opportunities to look for disparities or gaps in care?

• National Quality Forum measure 0018



Health Systems Interventions

Million Hearts

• National Initiative launched in 2013 with the goal of 
saving 1 million hearts by 2017

• Launched a new 5-year goal period for 2018-2022

• Offers tools, resources, and protocols
• Dashboard focused on the ABCS

• Aspirin when appropriate 

• Blood pressure control

• Cholesterol management 

• Smoking Cessation



Recognition Programs





Evidence-Based Approach
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WellSpot Designation Program 

• Launched in 2014

• New and creative way to combat chronic disease

• From silos to collaboration

• Benchmark sets – child care centers, schools, 
colleges/universities, worksites, restaurants, hospitals 
and healthcare facilities

• WellSpot Designation 

• Ultimate goal: Make the healthy choice the easy 
choice!



The Benchmarks: Overview

• 40 total benchmarks representing 63 different initiatives

• 4 benchmarks include multiple initiatives 

• Annual review

• Resources for implementation

• Benchmarks include things like:
• Adopting comprehensive smoke-free and tobacco-free policies

• Providing tobacco cessation coverage in employee health plans

• Implementing worksite wellness programming

• Becoming a breastfeeding-friendly workplace

• Providing healthy menu options in restaurants and college and hospital 
cafeterias

• DSME and DPP program provision or referrals for hospitals

• Implementation of physical activity and nutrition based practices for schools



Incentives for Becoming a WellSpot

• Publicity

• Reduced healthcare costs

• A happier and more productive work 

force

• Employee recruitment and retention



Become a WellSpot!

http://wellaheadla.com/healthcarefacilities



Best Practices



Patient-Centered Care

• The provision of health 
services by a health care 
team who work 
collaboratively with patients 
and caregivers to 
accomplish shared goals 
across settings to achieve 
coordinated, high-quality 
care.



Implementing Team-Based Care 

•Foundational blocks: 
• Leadership

• Data driven Quality Improvement strategy

• Clearly Define your Teams

• Empanelment



The steps to consistently high team 
performance

Build trust and 
communication

Identify and 
assign tasks

Train staff Develop 
standard work

Enable staff to work 
independently

Monitor process and 
goal attainment





Pharmacy and Primary Care

• Medication Therapy 
Management

• Pharmacist provides 
consultative services & 
intervenes to address 
medication-related problems; 
when necessary, the 
pharmacist refers the patient 
to a physician or other 
healthcare professional



Professional Networks and 
Community Supports



Well-Ahead LA Provider Education Network

Goal is to keep healthcare professionals up 
to date, to advance chronic disease 
prevention and management, and to 
support relationships by offering workforce 
development and networking opportunities.

• Free webinars for clinical and non-clinical 
professionals

• Topics include clinical innovations, team-
based care, self-monitoring of various 
chronic diseases

• Provider Forum 
• Provider Resources

http://wellaheadla.com/healthcareprovidertrainings





Well-Ahead PH-HS Collaborative 

• Data Clearinghouse: Establish a central repository of clinical 
and non-clinical data relating to chronic disease.

• Provider Education: Increase adoption of best-practices through 
improved provider education and incentives. 

• Improve the Patient Experience: Empower patients by 
increasing health literacy, while increasing trust through 
satisfaction with care.

• Increase Participation in Health Systems Alignment Process: 
Identify additional stakeholders that should be part of this 
process.



Louisiana Obesity Prevention and 
Management Commission 
The vision of the Commission is to: 

Identify and pursue opportunities for increased collaboration

Ensure accountability through efforts to enforce existing policy

Deliver information, recommendations, guidelines, and suggestions.

Priority Areas: 
1. Educate Payers and Healthcare Providers on Obesity Prevention and 

Treatment Best-Practices

2. Provide Community Resources for Obesity Prevention Best-Practices

3. Support Data Driven Decision Making for Reducing Obesity in Louisiana

4. Inform Louisiana Elected Officials- local and state

For additional information visit: http://wellaheadla.com/ObesityCommission



LaDEN: Louisiana Diabetes Educators 
Network
• 117 members, both certified and non-certified diabetes educators and program 

coordinators

• Provides CEU’s to RD’s and RN’s

• Popular topics include billing/coding, motivational interviewing and diabetes 
medications

• Networking opportunities for diabetes educators and DSME/DPP coordinators

• Information sharing

• Always recruiting additional members

http://wellaheadla.com/Programs/Diabetes 



NDPP 
National Diabetes Prevention Program

• Prevent T2 helps participants achieve moderate weight loss by 
eating well and being active.

• By the end of the first six months, the goal is for participants to:
►Lose at least 5 to 7 percent of their starting weight

►Get at least 150 minutes of physical activity each week, at a moderate pace 

or more

• By the end of the second six months, the goal is for participants to:
►Keep off the weight they have lost

►Keep working toward their goal weight, if they haven’t reached it

►Lose more weight if they wish

►Keep getting at least 150 minutes of activity each week 





Engage with Community Health Workers

• CHWs are trained public health workers who serve as a bridge 
between communities, health care systems, and health departments.

• Strong evidence of effectiveness in improving blood pressure and 
cholesterol when CHWs are engaged in team-based care models.

• Roles include:  
• Screening and health education providers

• Outreach, enrollment, and information agents

• Members of care delivery teams

• Patient navigators

• Community Organizers







Source: 2015 BRFSS

Fighting Chronic Disease One   

at a Time! 



Interested in Practice Coaching?

• We are currently recruiting one clinic to receive practice 
coaching and a $4,000 incentive payment to conduct a QI 
project from July 1-September 30. 

• Interested clinics should contact us at wellahead@la.gov and 
we will provide additional information. 



Connect with us!

WellAhead@la.gov


